This paper provides an assessment of the social and fiscal policies related to social determinants of health at the federal level in Canada. An extensive review of grey literature was carried out to obtain information about policies and programs that address socio-economic factors influencing population health. Publications and reports on government websites such as Service Canada and non-government organizations such as UNICEF were examined in order to evaluate current socio-economic policies related to social determinants of health in Canada. The study found that Canada has generated a substantial body of research in the area of social determinants of health. Several policies and some programs directed towards social determinants such as income distribution, childhood care and development, education, employment and housing, have been implemented in Canada on the national level. Canada has made major progress in some areas of social determinants of health related policy-formulation and implementation, but it is deficient in several others. There is a need to galvanize efforts across all levels of governance to address the gaps between research and policy development related to social determinants of health at a system-wide level in Canada.
Canada ranks very low on other indicators like infant mortality rates, where it ranks second worst among 17 peer nations (CBC, 2012) and indicators of health status of its indigenous peoples (Mikkonen & Raphael, 2010) . Canada has spearheaded a substantial portion of the total body of research involved in identifying and understanding social determinants that influence health (Raphael, 2009) . The work of the Population Health Program of the Canadian Institute for Advanced Research (CIAR) over nearly three decades has led to key insights about the role of social factors in health (Evans, Barer, & Marmor, 1994) and the CSDH has established two think-tanks on social determinants-the Globalization and Health unit and the Early Childhood unit-at Canadian institutions (Raphael, 2009 ). These units contributed substantially both to the CSDH report and our understanding of why some people are healthy while others become ill (Raphael, 2009) . In spite of all this readily available information generated within its own borders, Canadian federal and provincial governments have been very slow to create policies based on social determinants research that might reduce overall health inequalities. In striking contrast, several publications and reports released by the Canadian federal government over the past few decades, from the ground-breaking Lalonde report in 1974 (Johnson et al., 2008) , to the Final Report of Senate Subcommittee on Population Health in 2009, have stressed the importance of national health goals based on improving social and environmental conditions. Canada's leadership role in SDOH research and some traditional health indicators such as average life expectancy and educational attainment may lead analysts to assume that there are fewer socio-economic and health inequalities throughout Canadian society as compared to many other developed countries (Rodney & Copeland, 2009) . But these traditional statistical indicators do not provide a complete picture of health relevant to the unique needs and geographies of certain communities or population segments in Canada, notably the aboriginal people (Johnson et al., 2008) . The Honorable Monique Bégin, former Federal Minister of Health for Canada and a member of WHO Commission on Social Determinants of Health (CSDH), has suggested that Canada's wealth has managed to conceal "the reality of [its] poverty, social exclusion, discrimination, [and] the erosion of employment quality" (Mikkonen & Raphael, 2010) . However, despite rising income inequalities and poverty rates compared to other wealthy developed nations, Canadian governments and policymakers have remained largely indifferent to the mounting evidence that advocates improving the social determinants of health through public policy action (Mikkonen & Raphael, 2010) .
In light of the final reports published by WHO's CSDH in 2008 and the Canadian Senate Subcommittee on Population Health in 2009, this paper describes some of the major determinants of health in Canada and examines Canada's national social and fiscal policies that address SDOH inequalities. The key social determinants addressed in the paper are determinants identified by the Public Health Agency of Canada (PHAC), namely income distribution, early childhood development and child education, employment, education and housing (2010) . For the sake of brevity, our focus is limited to Canadian policies at the federal level and excludes a direct analysis of regional variations in policies related to the social determinants of health.
Method
A search of the peer-reviewed literature provided very limited information on current SDOH policies in Canada, therefore detailed information on existing policies was largely acquired through grey literature. A report sponsored by Toronto's York University School of Health Policy and Management entitled Social Determinants of Health: The Canadian Facts provided comprehensive background data on many Canadian social determinants. Additionally, information was obtained by reviewing publications and reports on websites for the Public Health Agency of Canada (PHAC), Human Resources and Skills Development Canada (HRSDC), the Canadian Population Health Initiative of the Canadian Institute for Health Information (CIHI) and Service Canada. Publications by certain non-government organizations like the United Nations Children's Fund (UNICEF) and the Organisation for Economic Co-operation and Development (OECD) were examined to compare Canadian statistics against those of other countries. We retrieved social and economic indicators across countries that either report to the OECD or participate in the Luxembourg Income Study (LIS) in order to create the graphical displays presented in the paper.
A short summary of each federal policy mentioned in the paper has been included in Tables 1 and 2 . For this paper, the definition of policy was limited to any federal law intended to reduce SDOH inequalities, or to federal funds allocated for programs that address SDOH inequalities. Given the complex nature of power sharing and inter-governmental responsibility that prevails across jurisdictions in Canada, certain policies and programs related to social determinants that have been implemented at provincial levels were also included in order to provide a more complete picture of all SDOH approaches to policy-making in Canada.
www.ccsen (LIS, 2012) . Likewise, a report published by UNICEF that compared early childhood services among 25 OECD countries across 10 benchmarks, including minimal standards for parental leave, child poverty, GDP expenditure on childcare services and staff-to-children ratio in pre-school education, found that Canada met only 1 of the 10 standards for evaluating the adequacy and quality of programs for early childhood development and care (Adamson, 2008) .
Results

Income
Education
Like childhood education, adult education is an important social determinant of health (Mikkonen & Raphael, 2010) . The positive association between educational attainment and health is well documented (Low et al., 2005; Furnée , Groot & van den Brink, 2008) . People with lower education attainment are likely to be less healthy than those with more advanced levels of education (Mikkonen & Raphael, 2010) . For example, Canadian high school non-graduates are 1.5 times more likely to be obese than high-school graduates (PHAC, 2003) , while high school graduates report more frequent use of preventative medical services, better knowledge of health behaviors and better general health status (PHAC, 2003) .
Higher levels of educational attainment can improve health directly by influencing health behaviors and lifestyle choices or indirectly by influencing determinants like employment, income and housing (Furnée , Groot & van den Brink, 2008; Mikkonen & Raphael, 2010) . Higher education attainment can lead to greater employment opportunities, employment security and better access to financial and material resources. More educated citizens are also better equipped to benefit from new training opportunities during economic downturns that result in loss of employment (Mikkonen & Raphael, 2010) . Moreover, higher education attainment can be beneficial to a society from a civic standpoint, since better educated citizens participate more effectively in community and political affairs. Then again, approximately three-fourths of Canada's prison population is made up of high school non-graduates (PHAC, 2003) .
Social policies can greatly influence the extent to which education affects a population's health (Mikkonen & Raphael, 2010) . For instance, adequate income distribution and provision of necessary services such as childcare can alleviate the negative effects of lower education attainment on population health (Mikkonen & Raphael, 2010) . In Canada, elementary and secondary public education is provided free to individuals who meet certain age and residency criteria, but post-secondary education is not free (CMEC, 2008) . The federal government offers several student grants and loans for post-secondary students who can demonstrate financial need (Service Canada, 2009). Monetary assistance for education through grants is also provided to qualified individuals from low income families (Service Canada, 2009 Among all OECD countries, Canada has one of the highest proportions of people (approximately 50%) with some postsecondary education (PHAC, 2003) , (Mikkonen & Raphael, 2010) , and over 65% percent of the Canadian population is composed of high school graduates (PHAC, 2003) . Moreover, Canada ranks highest in tertiary level educational attainment compared to several OECD countries with over 45% of its population aged 25-64 having attained an advanced degree as of 2006 (Figure 3 ).
However, some inequalities do exist across children's school performance (PHAC, 2003) . Disadvantaged children and youth do not perform as well as advantaged young people (Mikkonen & Raphael, 2010) . Moreover, children of parents without post-secondary education perform considerably worse than children of more educated parents (Mikkonen & Raphael, 2010) . It has been suggested that this association between children's educational performance and low parental education levels can be alleviated through achievement of greater enrollment rates in good-quality early development and learning programs for children (Mikkonen & Raphael, 2010) .
Employment Status and Job Security
Employment as a social determinant of health provides more than a source of income-it provides an individual with a sense of accomplishment and a distinct identity within social networks (Mikkonen & Raphael, 2010) . Lack of employment is often associated with material and social deprivation, emotional stress, and the acquisition of adverse coping behaviors like substance abuse (Mikkonen & Raphael, 2010) . Psychological stress due to insecure employment can lead to physical and mental health problems including depression, low self-esteem and suicidal behavior (Mikkonen & Raphael, 2010) .
Job security has been defined as a largely subjective perception of risk that depends upon a given person's job situation, the overall economic environment and labor market conditions (PHAC, 2003) . Over the last decade market trends have included an increasing number of professionals being involved in multiple jobs over the course of their working careers (Mikkonen & Raphael, 2010 ). There has also been an increasing diversity in employment status ranging from self-employment to part-time, full-time and reduced-time work. Moreover, work involving voluntary activities, care-giving and parenting has been increasingly recognized as valid work, which further clouds the distinction between employment and lack of employment, and about perceptions of job security and job insecurity, especially amongst women (PHAC, 2003) . Thus, it has been argued that traditional objective measures of job security such as the unemployment rate can be problematic in current economic conditions since unemployment rates may no longer provide an accurate reflection of the real labor market and job insecurity (PHAC, 2003) .
According to HRSDC, the unemployment rate in Canada was 8.0% in 2010 (HRSDC, 2012). The overall national employment rate, on the other hand, has increased over time and was 50% in 2010 (HRSDC, 2012 ). Yet even as employment rates have increased, job insecurity in Canada has also increased over the past few decades (PHAC, 2003; Mikkonen & Raphael, 2010; HRSDC, 2012) . According to PHAC, only half of all working Canadians have a single, full-time job that has lasted six months or more (PHAC, 2003; Mikkonen & Raphael, 2010) . In the same way, although employment has grown more rapidly among women than men over the past few decades, Canadian women are more likely than men to be unemployed, underemployed, and to feel insecure in employment (PHAC, 2003; Mikkonen & Raphael, 2010; HRSDC, 2012) . Higher job insecurity among women is in part attributable to the fact that a disproportionately higher percentage of women are represented in unstable employment situations like temporary and part-time jobs (PHAC, 2003; Mikkonen & Raphael, 2010 Vol. 4, No. 4; center of social policy with regards to housing is whether the prevalence of poor health among the underprivileged is increased by consigning them to hazardous neighborhoods with low social capital, and to what degree can one expect individuals living in low quality housing and less-than-desirable neighborhoods to recover from chronic illnesses and mental health issues if their living environment changes (Moloughney, 2004) . The degree to which poor housing per se can lead to poorer health is unclear, however, since residents of poor neighborhoods are often subject to clusters of exposures that make such detailed assessments very challenging (Moloughney, 2004) .
The Canadian government provides some housing assistance to low-income individuals through certain residential assistance programs ( Table 2 ). The Residential Rehabilitation Assistance Program provides funding to low-income owners and tenants of substandard housing to ensure that home repairs that meet minimum federal health and safety standards are carried out (Service Canada, 2012) . Additionally, the government offers financial assistance for emergency home repairs to low-income rural households through Emergency Repair Program (ERP) and to low income seniors for minor home adaptations in order to ensure the safety of occupants through the Home Adaptations for Seniors Independence (HASI) program (Service Canada, 2012) .
Although a majority of Canadians have access to adequate and reasonably priced housing, almost 13% of Canadian households live in inadequate, unsuitable or unaffordable accommodations-either housing that is in need of major repairs, too small given family sizes or unaffordable given income levels as of 2006 (HRSDC, 2012 . Similarly, 5.3% of tenants spend more than 50% of their income on rent and are consequently at a very high risk of becoming homeless. Notably, renters are four times more likely to live in core housing need (Note 3) and spending at least 30% of their income on housing than homeowners. Several urban areas in Canada have witnessed a housing crisis due to unaffordable rental accommodations as rents have continued to rise rapidly in major Canadian cities over the past few decades (Mikkonen & Raphael, 2010; PHAC, 2003) . For example, in 2006, there was a significant concentration of households in core housing need in two major cities -Toronto at 19% and Vancouver at 17% (HRSDC, 2012).
Since housing plays a key role in determining health, homeless people experience a wide variety of health problems, and the likelihood of early death among homeless people is 8-10 times greater than the general population (Mikkonen & Raphael, 2010) . While there were 80 shelter beds per 100,000 people in Canada as of year 2007, HSRDC reports that an estimated 300,000 people in Canada live in homeless shelters or on the streets, which translates to 1% of Canadian population (HRSDC, 2012) . For the most part, data on homelessness or housing deprivation between countries is seldom comparable due to differences in definitions of homelessness, methodology of data collection and time/year of collection (Eurostat, 2004) . However, Canadian statistics on homelessness are somewhat similar to U.S statistics-the percentage of Americans experiencing homelessness annually is estimated to be 1% of the U.S population or somewhere between 2.5-3.5 million people (NCH, 2009) . In order to prevent and reduce homelessness in Canada, the Homelessness Partnering Strategy (HPS) was initiated in April 2009 by the federal government to allow community organizations, provinces and territories to collaborate efforts in establishing community-based programs primarily focused on providing transitional and supportive housing for the homeless (HRSDC, 2011).
Discussion
The growing evidence of social gradients in health outcomes in Canada and other countries is increasing the need for formulation and implementation of social policies to reduce SDOH inequalities. Successful, effective public policies must be founded on sound conceptual blueprints and clear knowledge of the mechanisms linking socio-economic factors with health (Moloughney, 2004) . Although Canada has made significant contributions to the body of research related to the social determinants of health, the government's response to these research findings has been in the form of reports, commissions and even formal plans, but little actual policy implementation (Raphael, 2009 ).
It can be argued that the financial costs of implementing policies aimed at reducing health inequalities may pose too great an economic challenge in a country that already has many publicly funded economic and social programs, including universal health care. But while medical care in Canada has undoubtedly made positive contributions to individual health status, in the words of the Honorable Roy Romanow (Premier of Saskatchewan from 1991 to 2001 and Head of the Commission on the Future of Health Care in Canada 2001-2002) "a health care system-even the best health care system in the world-will be only one of the ingredients that determines whether [your] life will be long or short, healthy or sick, full of fulfillment, or empty with despair" (Mikkonen & Raphael, 2010) . Estimates suggest that roughly half of the gains in life expectancy since the late nineteen-fifties can be attributed to medical care itself (Bunker, 2001 ). Most of the remaining gains were largely due to public health measures and improvements in the economic and social conditions in which people lived (Folland, Goodman & Stano, 2009 ).
In contrast, a SDOH approach to alleviating health inequalities would almost certainly be more cost-effective than the outcomes of the several attempts made so far -primarily at the provincial level-to reform the Canadian health care system (Scott & Lessard, 2002) . In 2004, the Health Disparities Task Group reported that the poorest quintile of the population utilized twice as many healthcare resources as the richest quintile, and that income inequalities account for approximately 20% of total national healthcare spending (Health Disparities Task Group, 2004) . Since population groups with lower socio-economic status are subject to higher health risks and are more likely to suffer from inadequate health, SDOH inequalities are very important drivers of healthcare costs, and reduction of these (SDOH) inequalities can lead to an improvement in overall health of communities (Raphael, 2003; Health Disparities Task Group, 2004) . A case in point is the costing analysis of Canada's Prenatal Nutrition Program (CPNP) by the Public Health Agency of Canada. For the 17,689 CPNP participants included in the analysis, the avoidance of low birth weight outcomes represents an average cost savings of $1.6 million (PHAC, 2010) . In European nations such as Sweden and Italy, where policies based on social determinants of health have been in place for years (the benefits of which include generous family support, low child poverty rates, and some of the healthiest people in the world), the involvement of all levels of government and the community were essential factors for successful policy implementation (CSDH, 2008) .
Given the constitutional distribution of power between provincial and federal governments, varying jurisdictions of governments play a key role in whether and how policies are implemented in Canada (Health Disparities Task Group, 2004; Privy Council Office, 2012) . While taxation, income-distribution and employment policies are mostly under the authority of the federal government, the areas of education and health services are, with a few exceptions, the responsibility of the governments at the provincial and territorial level (Health Disparities Task Group, 2004) . Simultaneously, housing and childcare services largely fall under the jurisdiction of local governments and municipalities (Health Disparities Task Group, 2004) . Even as some dedicated Canadian researchers and agencies advocate SDOH-related dissemination, translation and exchange of SDOH-related knowledge (Raphael, 2009) , the fragmented structure of governance has created formidable barriers even to communication between local, provincial and federal governments (Health Disparities Task Group, 2004) . There are other political forces that are continually present in the federal-provincial dialogue, making constructive agreement especially challenging when emerging from fundamentally different ideologies [e.g. free-market versus welfare-state values (Raphael, 2009) ].
Notwithstanding such structural and ideological barriers, there is a need for a comprehensive national agenda to integrate efforts across all sectors and at all levels of governance to address social determinants at a system-wide level in Canada (Johnson et al., 2008; Raphael, 2009 (Gardner, 2009 ). The observations in the Wellesley report uphold other reports by WHO, which maintain that the SDOH driven policies are quite varied, and no one country has accumulated enough experience to be certain what service programs and policy combinations would work effectively everywhere (Gardner, 2009) . But given that so much attention is being devoted world-wide to policies bearing on this issue, a consensus is beginning to emerge on the actions necessary for moving forward, and most of this information is freely available. Furthermore, in Canada there has been extensive experience with a wide array of relevant planning tools that could be adapted to Canadian needs. The National Collaborating Centre for Healthy Public Policy does an excellent job of compiling and highlighting the most promising of these tools (Gardner, 2009) .
Most importantly, all of these other jurisdictions have learned that coordination across government departments is essential, and there are examples of this approach already in place in several different parts of Canada. For instance, Saskatchewan's Human Services Integration Forum brings together ADMs (Assistant Deputy Ministers) from eight major Ministries (Gardner, 2009) . Originally designed to enhance provincial coordination of social policy, the Province has found that having such regional coordinating bodies in place leads to more focused and integrated local planning and service delivery (Gardner, 2009) . Twenty years ago Ontario developed Premier's Councils on Health and other issues, to lead and coordinate cross-government efforts (Gardner, 2009) . Similarly, Quebec has developed a sophisticated range of regional cross-sectoral planning forums, and it uses a form of Health Impact Assessment in which legislation from non-health ministries is examined for its potential health implications (Gardner, 2009 ). Thus, adding health impact measures to other check-offs such as risk-management and cost evaluations that are required by federal and provincial jurisdictions in their Cabinet submissions and draft legislation would be a feasible step in the right direction (Gardner, 2009) . At the same time, it is important to integrate such formal requirements with flexible implementation and expert support for the Ministries that do include health impact measures into their planning (Gardner, 2009 ).
Another clear message from countries that have moved forward with SDOH policy is that the presence of a strong central authority and commitment from high-level leadership is essential for setting priorities, monitoring progress, allocating resources and developing policies (Final Subcommittee Report, 2009; Gardener, 2009 ). The report (2009) states that for the Canadian government to be serious about developing a comprehensive national SDOH strategy it will need to make these commitments and set out such authority. Canada should begin by addressing the fundamental determinants of health inequality, then develop a coherent strategy that can be achieved in manageable components, organize a coordinated, comprehensive approach that will work across government sectors and community institutions. It should set targets and provide incentives that engage all levels of government, carefully evaluate outcomes, make equity a core objective of equal importance with quality and sustainability, invest in programs that have the greatest impact on health disparities such as community-oriented primary care, especially for the most underserved and disadvantaged populations, and establish integrated child development, employment, settlement and other community-level social services. Following this path can finally lead to a coherent and coordinated national strategy for health equity.
Moreover, Canada needs to address gaps between policy-making and population health outcomes through syntheses of socio-economic and population health data and systematic reviews of studies that evaluate the effectiveness of policies and programs in terms of health outcomes (CIHI, 2004) . The Canadian Reference Group (CRG), which was established in 2005 to support Canada's contributions to WHO's Center for Social Determinants of Health, is currently the only national system -albeit a non-governmental system -for inter-sectoral collaborations targeting health inequalities in Canada (CRG, 2011) . Given Canada's existing health infrastructure, culturally and geographically appropriate, community-relevant indicators of health can be used for program assessments and evaluations that can be relayed to policy makers (Moloughney, 2004) .
In the past, whenever an issue has been of great importance to all Canadians, the federal government has taken the lead, creating legislation and providing financial incentives to influence how health care is delivered in the provinces and territories (e.g. the establishment of Medicare in 1965 and the Canada Health Act in 1984). But unilateral federal action should not be necessary. Concerted efforts to enhance inter-governmental cooperation coordination and communication is the key to overcoming the silo-like functioning of national, provincial and civic governments, so that meaningful and sustainable reductions in health inequalities can be achieved. Inspiration can be taken from the U.S. state of Georgia, which overcame similar barriers over a decade ago in its Bright From the Start program, which now administers their nationally recognized Georgia's Pre-K Program, licenses child care centers and home-based child care, administers federal nutrition programs and manages voluntary quality enhancement programs (Georgia Department of Early Care and Learning, n.d). The Bright From the Start program was started by a visionary Governor by bringing all of the concerned national, state and local governmental agencies, volunteer organizations and private providers together to discuss and adopt state-wide developmental and care standards.
Limitations
In our assessment of Canada's standing in the arena of policy-making related to social determinants of health, we have attempted to provide the most current information available, wherever possible, at the time of submission. We have limited the scope of the paper to fiscal and social policies at the federal level in Canada but provided regional and provincial examples for supportive purposes. We have attempted to inform policy through the multi-faceted, social determinant approach for addressing population health but did not intend to provide a prescription to resolve the intricate social problems in Canada. We recognize that in policy-making, ideologies clash, portfolios compete for resources and there is always a trade-off that occurs when selecting one policy over another.
Conclusion
Looking at priorities for action, Canada has made progress in some areas of SDOH policy-formulation and implementation but lags behind several nations in many others. Above all, the living conditions and health status www.ccsenet.org/res Vol. 4, No. 4; of many of Canada's aboriginal people should be a serious concern for a country that prides itself on fairness and equity. Canadians enjoy high average levels of educational attainment and a higher employment rate than many other developed countries, but employment security among Canadians is low due to higher prevalence of low-paying jobs. Canada's income distribution policies have been somewhat successful in alleviating poverty among Canadian senior citizens, but largely unsuccessful in reducing child poverty or overall poverty. When they are implemented, the impact of anti-poverty strategies currently underway in some provinces, on income inequalities, social equity and health should be a positive one. Canada does have modestly respectable parental leave policies, but should work with all provinces and regions to standardize its childhood education and development programs and to improve accessibility and quality of day care services for children. Additionally, Canada needs to reconsider its housing policies in light of current economic conditions and low rent affordability, especially in some of the country's largest cities. Critical evaluation of policies and programs introduced to improve socio-economic conditions is imperative and should measure impacts on population health. The academic and research communities should continue efforts to make their expertise available and accessible to decision-makers and policy-makers across all sectors and at all levels of governance. Vol. 4, No. 4; 
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